It is axiomatic that enlightened treatment must wait on precise diagnosis. Only in recent years, however, has this principle been fully applied in intra-thoracic lesions. The universal employment of radiology has led to a considerable increase in the range of diagnostic possibilities, and we have been forced to abandon what in the ' good old days' were comfortable pigeon holes in which to place the doubtful chest case. Unresolved pneumonia, pulmonary fibrosis, mediastinal tumour, no longer are these adequate labels, however factual they be. They must be relegated to the diagnostic scrap heap. The policy of watchful waiting is rarely justified, while ' trial and error ' techniques such as X-ray therapy, are quite obsolete.
Despite these dogmatic assertions, we must admit that the diagnosis of pulmonary disease appears to be becoming even more difficult. After successively obtaining a careful history and carrying out physical and X-ray examinations by varied techniques together with blood, sputum and biochemical studies, we are often still at a loss for a diagnosis.
As with elsewhere in the body, the question of a biopsy then arises, based on a principle established in another field of endeavour, that one look is worth two finesses. From where may this tissue be obtained in order that we may see precisely what pathological process is at work, and happily also at times, the organism responsible? It is the purpose of this contribution to discuss three of the possible procedures that may be employed. They are (i) the resection of the deep cervical fat pad with its enmeshed lymph glands, now generally known as' scalene node biopsy '; (z) needle biopsy of the parietal pleura; and (3) A pleural biopsy in this man showed an obvious piece of tuberculous tissue. (Fig. 3.) In this case, after six weeks uncertainty, the mounting anxiety of patient, relatives and clinicians was thus completely resolved.
He has since made an excellent recovery.
Case 5 A man of 56 years had cough, sputum, loss of weight and chest pain, with an X-ray showing pleural thickening and periostitis of the rib with contraction of the left hemithorax.
Sputum examination for acid-fast bacilli and carcinoma cells was non-contributory. His Mantoux was positive and bronchoscopy showed nothing abnormal.
By pleural biopsy a specimen containing a clump of carcinoma cells was obtained. (Fig. 4.) zo8 POS'lTGRADUA'T"E MEDICAL JOURNAL April 1958~. Case 6 A young man of 28 years had a rather atypical pleural effusion with prolonged malaise and fever. He had, in fact, a history of old Pott's disease and tuberculous pleuritis was the most likely diagnosis. It could not be proven from the fluid or sputum, however, and his pyrexia and malaise made no improvement after many weeks on streptomycin and I.N.H.
In view of an odd mediastinal shadow, lymphosarcoma and other sinister diagnoses were being offered when a pleural biopsy showed granulation tissue in which acid-fast bacilli were demonstrated by Ziehl-Neelsen stain.
COMMENT
In our hands, needle biopsy of the parictal pleura has given us a firm diagnosis in 14 cases of pleural disease where other available methods had failed. We now recommend its use long before this late stage has been reached.
In many other cases it has not been of help, but in none has it been harmful.
Lung Biopsy
This is the most formidable of the three procedures we are discussing. It may, however, be A small intercostal catheter is inserted from the space below, and the wound closed. The biopsy specimen should be submitted both to histological and bacteriological examination. An X-ray film of the chest is taken next day, and if the lung is fully expanded, the tube is removed and the patient is allowed up. Sutures are removed on the eighth day after operation.
We would draw attention to the medico-legal importance of lung biopsy in a case of disputed ' dust disease.' One such already appears in our series, and American authors are finding pneumonokonioses not infrequently in this way.
We offer one case history, which was a fascinating diagnostic problem and which had been variously labelled by many specialists, without i8 months previously. In March, 1954, she had been treated for peripheral neuritis. Since this time she had suffered from indigestion with anorexia and loss of weight. She had a slight cough, but complained only of great fatigue, though she continued on duty. Later, dyspnoea was noticed, though it was never an outstanding symptom.
She had been fully investigated after the X-ray film of her chest had shown a fine discrete nodular infiltration throughout both lungs, ' suggesting miliary tuberculosis.' (Fig. 5 .) There were also areas of osteoporosis in the X-ray films of the long bones, particularly radii One of the first cases recorded in the Eniglish literature, was by Wright, in I935, and his concluding remarks are most appropriate. ' It would appear that routine visualization of the stomach by barium is desirable in all cases of crushing injuries to the chest, if the surgeon is to receive the case early and not when some catastrophe such as acute strangulation has rendered his help imperative, but has vitiated the chance of a successful outcome to a difficult operation.' Summary A personal experience of ten cases of indirect rupture of the diaphragm with closed trunk injuries is presented.
The case histories are given in chronological order and in some detail because as well as illustrating the features of the condition, they give a good account of the author's education in its management.
It is considered that the most important single factor in making the diagnosis, is the recognition of the plain chest X-ray appearance. Once this is understood, the diagnosis will rarely be missed.
With this in mind, a plea is made for early routine plain chest X-ray of all cases following severe trauma to the trunk, particularly those with midriff pain and signs of reduced function of one or other lung base.
Surgical treatment is clearly indicated as a matter of urgency in all cases, because of the high mortality if gangrene has occurred, compared with a negligible one before strangulation.
